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predict within-sample subgroup mean EQ-5D scores, the mean
errors (mean absolute errors) range from 0.021 to 0.077 (0.045
to 0.083). When predicting baseline cohort EQ-5D scores using
published mean dimension scores the models produce mean
errors ranging from 0.048 to 0.099 with 76% of values correct to
within the minimal important difference. When predicting out-of
sample incremental differences between study arms and incre-
mental changes over time, over 71% of values are within the
minimal important difference. CONCLUSIONS: The models
provide researchers with a mechanism to estimate EQ-5D utility
data from published mean dimension scores. This research is
unique in that it uses mean statistics from published studies to
validate the results. While further research is required to validate
the results in additional health conditions, the algorithms can be
used to derive additional preference-based measures for use in
economic analyses.
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OBJECTIVE: Threshold of cost-effective analysis is thought to
be £20,000–£30,000 in UK and $50,000–$100,000 in the US,
however it is known that these values are not based on explicit
scientiﬁc evidence. We measured WTP for one additional QALY
gain to determine the threshold of cost-effectiveness analysis.
METHODS: We measured willingness to pay (WTP) for addi-
tional one year survival in perfect health status to determine
threshold of incremental cost-effectiveness ratio (ICER) by the
internet. The number of subjects is 1000 (500 male and 500
female in their 20 s to 50 s) in Japan, Republic of Korea (ROK),
Australia and UK. We asked them four kinds of WTP, i.e., 1)
WTP for their own additional QALY: (WTPsel); 2) WTP for their
own additional QALY 5 years later: (WTP5sel); 3) WTP for their
family’s additional one QALY: (WTPfam); and 4) the amount
they think society should pay for someone’s additional one
QALY: (WTPsoc). The double bound dichotomous choice was
applied to this research analyzed by nonparametric Turnbull
method. RESULTS: The value of WTPsel is ¥5 million (Japan),
ROK70 million Won, AUS$64,000 (Australia) and GBP23,000
(UK). Discount rate of outcome was calculated by comparing
WTPsel with WTP5sel, and it is estimated to be 6.8% (Japan),
3.7% (ROK), 1.9% (Australia) and 2.8% (UK). The order of
four kinds of WTP is WTP5sel < WTPsel < WTPsoc < WTPfam
in Japan and ROK, and WTP5sel < WTPsel < WTPfam <
WTPsoc in Australia and UK. CONCLUSION: Considering the
value of WTPfam (¥6.4 million), we think the threshold of ICER
should be determined to be ¥5 million to ¥6 million per QALY in
Japan. This result also shows the threshold and discount rate
adapted by NICE is reasonable. The difference of four WTP’s
order may represent cultural gap between Asia and Western
world.
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OBJECTIVE: To conduct a systematic review of studies that
employ conjoint analysis methodology in outcomes research in
medicine published between 1985 and 2006 in order to docu-
ment: i. clinical areas of focus; ii. sample size; iii. method of
design; iv. method of analysis and other quality parameters.
METHODS: Papers published between 1985 and 2006 were
identiﬁed on Medline, using the search terms conjoint analysis/
analyses, stated preference(s), discrete choice analysis/analyses,
and discrete choice modeling/experiments(s). All papers were
then reviewed for content by three reviewers, with papers not
actually related to conjoint analysis being deleted. Remaining
papers were then classiﬁed as: i. a clinical application; ii. an
application focusing on heath systems; or iii) papers focusing on
methods. We classiﬁed all clinical applications by ICD-9 codes
and identiﬁed key methodological characteristics such as sample
size, design methodology and type of analysis when available.
RESULTS: We began our review in 1985 due to the limited
number of publications between 1970 and 1985 (n = 4). Post
1985, 27% (n = 48) discussed the methodology of conjoint
analysis with no application, 25% (n = 45) focused on health
systems in medicine and 48% (n = 86) were clinical and thera-
peutic applications of conjoint analysis. There is a steady increase
in the use of conjoint in medicine between 1985 and 1999, most
common clinical areas being HIV, cancer and STI. The average
sample size is 267. Use of orthogonal arrays was the most
common design, 74% (n = 50) followed by adaptive conjoint
analysis, 16% (n = 11). Primary analysis techniques were probit
and logistic regression, 39% (n = 27) and 30% (n = 21) respec-
tively. CONCLUSIONS: We ﬁnd insufﬁcient information on
the methods used in a signiﬁcant proportion of manuscripts
reviewed. Given the importance of preference elicitation in medi-
cine, we need to focus on developing standardized research
practices for the application of conjoint analysis in outcomes
research.
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OBJECTIVE: Handheld computers and mobile phones allow
assessments of a variety of aspects of behaviour, experience and
performance in an everyday life setting. We have evaluated the
use of a mobile (cell) phone to collect data on alcohol consump-
tion, subjective state, and psychomotor performance and to
assess the relationships between these variables. METHODS:
Thirty eight healthy volunteers (20 male) aged 18–54 years
(mean 22.8) took part. The study program ran on any phone
supporting downloadable Java® applications. Text (SMS) mes-
sages were sent twice a day for 14 days according to a ran-
domised schedule, and volunteers completed their entries as soon
as possible after receiving the text. They recorded alcohol
consumption and mood, and completed performance tasks.
RESULTS: Compliance was good, with responses being made to
over 80% of text messages. Subjective drowsiness (% of visual
analogue scale length) ranged from 35.7–42.9 between 09:00
and 19:00 and from 51.5–57.7 between 21:00 and 01:00. Mean
ratings of drunkenness assessed between 21:00 and 01:00 were
5.5% (S.D. 12.2) where no alcohol consumption was recorded
and 53.1% (S.D. 21.0) where ﬁve or more drinks had been
consumed in the last six hours (ANOVA p < 0.001). Mean errors
on a memory scanning task were 6.6 (S.D. 4.7) with no alcohol
and 10.5 (S.D. 6.8) after 6 or more drinks (ANOVA p < 0.01).
CONCLUSION: Both objective and subjective measures showed
the expected relationship with reported alcohol consumption.
The widespread use of mobile phones means that this type of
study can be carried out economically and with reasonable train-
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ing requirements. Mobile phones provide a very effective method
of collecting data in an unsupervised, naturalistic setting.
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FDA RECOMMENDATIONS
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Following the FDA recommendations of having exhaustive, reli-
able and documented information on an instrument and its
translations when using these in an international study (draft
PRO guidance in 2006), the accessibility of this information for
instrument users has become increasingly important. The
quality of this information is however directly impacted by how
a developer chooses to release the latter into the scientiﬁc com-
munity and the way he decides to protect his instrument. It is
thus necessary to review current ways in which this is done, to
determine if FDA recommendations can actually be met or not
and explore ways in which to facilitate this. Methods included
to conduct a review of existing ways in which developers release
information into the scientiﬁc community; 2) to comment on
the pros and cons for each identiﬁed system with concrete
examples; and 3) to make recommendations for instrument
developers. Out of the 50 different cases identiﬁed and
reviewed, two trends emerge with all possible variations
between the following two extremes: on the one hand, the
uncontrolled, de-centralised, free access to non-updated infor-
mation without developer input and on the other controlled,
copyright-protected, centralized, fee-paying access to reliable
and updated information with input of the developer. Whilst
both extremes have advantages and disadvantages, results dem-
onstrate that the latter extreme seems to be more compliant
with FDA recommendations. Concrete examples will be dis-
cussed in the presentation. Findings indicate that the way in
which a developer organises (or not) the release of information
on his instrument and its translations is directly related to
whether a user can comply or not with FDA recommendations.
Promoting a controlled, centralized system with input from the
developers will facilitate access to reliable and updated infor-
mation on instruments and their translations.
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OBJECTIVE: Handheld computer systems are increasingly being
used to administer performance tasks and mood assessments in
an everyday life setting. Mobile phones (cell) phones can be used
in a similar way, and are highly portable and widely used. We
evaluated a mobile phone implementation of a VAS scale using
alcohol as a means of producing changes in subjective state.
METHODS: Sixty-ﬁve volunteers (30 male) aged 19–54 years
(mean 23) consumed a drink containing either vodka or water
and orange juice in 10 minutes. Mean breath alcohol concentra-
tion 60 minutes later was 45–170 mg/100 ml (mean 94). Subjec-
tive drunkenness was rated on the mobile phone and on paper in
randomised order before the drink and at 60 minutes after the
drink with other test procedures in between. RESULTS: Changes
in sober–drunk ratings (% of scale length) due to alcohol were
comparable between the two testing modes (Alcohol—Placebo:
29.3 for phone, 25.3 for paper) and the agreement was excellent
(Intra-Class Correlation = 0.96). The sensitivity to changes in
scores between alcohol and placebo was similar for the two
modes. CONCLUSION: We have shown that ratings made on a
2.1 cm VAS on a mobile phone screen are very similar to those on
a conventional 10 cm scale on paper. Taken together with work
on handheld devices, these data suggest that VAS scores are
unaffected by scale length over a rather wide range, and support
the use of mobile phone and handheld implementations of VAS
for assessing subjective states.
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OBJECTIVE: Due to the existence of many methods for esti-
mating MCID and a lack of consensus on choosing among the
potential estimates, an integrated approach for generating a
MCID change score on Patient Reported Outcomes (PRO)
measures is proposed. When incorporating PRO in clinical
trials, clinicians and researchers face the challenge of determin-
ing whether a mean difference on a measure is clinically impor-
tant. Currently available methods for interpreting the scores on
PRO measures are often classiﬁed as being either anchor-based
or distribution-based. These methods may yield a variety
of candidates as potential MCID estimates. However, there is
no agreed method of choosing among these candidates.
METHODS: A strategy is proposed that integrates these two
methods of MCID estimation and extends to selection among
the candidate values by incorporating their natural variability
and distinctions as well as the critical role of clinical judgment.
The strategy consists of three steps: 1) generating multiple esti-
mates of a MCID and corresponding conﬁdence intervals (CIs)
and range of variability; 2) integrating across the estimates
from Step 1 by applying adopted normative descriptive criteria
for MCID; 3) incorporating clinical judgment. An illustration
of the proposed strategy is provided. RESULTS: Across the
candidate MCID values, the maximum, minimum, mean of the
estimates, minimum and mean of the 80% CI lower bounds, as
well as the range of variability, were selected with consideration
given to clinical insight. The comprehensive paradigm resulted
in a MCID estimate that integrates normative, descriptive cri-
teria. CONCLUSION: The proposed paradigm serves as a uni-
fying approach that integrates available methods for estimating
a MCID for a PRO.
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OBJECTIVES: To measure and analyze utility value assignment
by professional pharmacy students to each of four chronic health
states (Depression, Type 1 Diabetes, Rheumatoid Arthritis, and
Hypertension) through utilization of one of the following utility
assessment techniques: visual analog scale (VAS), feeling ther-
mometer (FT), standard gamble (SG), and time-trade off (TTO).
METHODS: Each Doctor of Pharmacy student (n = 195) was
provided with a detailed patient vignette for each health state
under evaluation. These cases contained information including
the patient’s drug therapy, overall health state and the impact of
the latter on activities of daily living. Much care was given to
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